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( b) If bloodless reduction fails, palmar incision should 
be used, and another attempt made to reduce the dislocation. 

(c) If the bone cannot be reduced, it should be excised. 

II. In cases of dislocation of the semilunar combined with 
dislocation of the proximal portion of the fractured scaphoid; 

(a) An attempt at bloodless reduction should be made, 
and, if successful, the wrist should be kept fixed to obtain 
union in the scaphoid, 

( b ) If bloodless reduction fails, and it is necessary to 
make an incision, it is better to excise both the fragment of the 
scaphoid and the semilunar than to replace either one or both. 

III. If cases of either of the .above lesions are seen years 
after the injury, excision is only indicated for the relief of pain. 

CASES OF DISLOCATION OF THE SEMILUNAR BONE. 

Case i. —E. S.; aged forty years; male; telephone busi¬ 
ness. At the age of seventeen this patient fell from a high 
bicycle and sprained his right wrist badly. He had no definite 
treatment for it at the time. Sixteen years later he fell from a 
low bicycle and sprained the wrist much more severely. At this 
time he had massage, but did not wear splints. The wrist con¬ 
tinued to give him great pain for a year and a half, and he then 
consulted Dr. A. T. Cabot, through whose kindness the case is 
reported. Between 1880 and 1896 the wrist had been stiff, 
troublesome, and continually subject to sprains. At the time of 
Dr. Cabot’s examination flexion was only about one-half the 
normal extent and extension about one-eighth; he had one-third 
the normal amount of lateral motion. 

I examined this patient again on June 13, 1904. The wrist 
was very stiff, with very little adduction and abduction, one-half 
normal flexion and one-sixth normal extension. A hollow could 
be felt just below the posterior edge of the lower end of the 
radius and a prominence under the flexor tendons corresponding 
to the region of the semilunar bone. There was also a great deal 
of numbness in the distribution of the median nerve. The patient 
said that when this numbness first appeared, the fingers supplied 
by the median nerve were also swollen. This was about six years 
ago. Since then the pain and numbness have rather increased 
than diminished, and given him a great deal of annoyance. The 
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grasp of the fingers was good, but the hand and arm were much 
atrophied as compared with the rigiit side. There was no swelling 
or tenderness, but more or less complaint of pain after use. The 
X-rays taken in 1896 and those taken on June 13, 1904, showed 
no great change in the intervening period. 

There is a fracture of the scaphoid bone in its middle and 
dislocation of the semilunar forward and towards the ulnar side. 
There are compensatory changes in the adjacent surface of the 
radius. The semilunar bone is dislocated forward, with its con¬ 
cave articular surface facing downward and backward, not, as in 
many other cases, forward. There is evidently a chip of bone in 
the posterior portion of the joint, probably a part of the semilunar. 
The os magnum and other wrist bones show a certain amount of 
atrophy. 

Case 2.—N. II. A., aged forty-two years; mechanic. Fif¬ 
teen years ago this patient fell twenty feet and struck hand down¬ 
ward with his arm extended. He was seen by Dr. G. W. Mills, 
of Medford who, under ether, tried in vain to fully reduce the 
deformity. The hand could be brought into pretty good position, 
and the projecting carpal bone, the identity of which could not 
be made out, could be pressed back into fairly good place, but 
immediately escaped again when pressure was removed. At¬ 
tempts were made so to apply pressure by pads and apparatus 
as to hold the bone in place, but this could not be attained, and 
the effort was presently abandoned on account of the injurious 
pressure on the skin. It was kept on splints for two months. He 
was seen in consultation by Dr. A. T. Cabot (through whose 
kindness the case is reported) in the summer of 1898. At this 
time the wrist showed a marked deformity with a prominence on 
the flexor side of the lower end of the ulna. 

We examined the patient on June 1, 1904, and found the 
conditions much the same as that described by Dr. Cabot in 1898. 
There was the marked silver-fork deformity of the wrist char¬ 
acteristic of Colies fracture, and in addition an unusual promi¬ 
nence, about the size and shape of the semilunar, lying anteriorly 
to the flexor tendons just above the pisiform bone. There was 
no pain or tenderness in the wrist, and all motions were limited 
to about one-third the normal arc. There was some tenderness 
over the ulna nerve, which could be rolled under the finger as 
if it were displaced. 
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The patient refused operation. This is the only case we have 
seen in which the hone was dislocated to a place entirely anterior 
to the flexor tendons. The X-ray taken on this date showed a 
much deformed semilunar bone in the above position, and the 
place which it formerly occupied in the wrist, emptyi There were 
in addition other joint changes, probably due to fracture of the 
scaphoid and compensatory hypertrophy of the edges of the 
articular surfaces. In addition, there were evidences of healed 
unreduced Colics fracture and fracture of the styloid process of 
the ulna. 

Case 3.—J. E. B., thirty-six years old, came to the Out- 
Patient Department of the Massachusetts General Hospital about 
the first of December, 1897. About eight weeks before he was 
thrown from a wagon, a distance of five feet, striking on the 
palm of his right hand, with his wrist sharply extended. He 
pulled on the hand and felt something slip into place. He had 
the arm on a splint for two weeks. On December 4 he was 
admitted to the hospital. At entrance he had very little power in 
the hand, could not flex the wrist at all, and the fingers very 
little. The third, fourth, and fifth fingers had more power than 
the index-finger and thumb. There was marked silver-fork de¬ 
formity of the wrist, but the styloids were in their normal position. 
He was in the hospital a week, and, under soaking in very hot 
water and forced flexion, he improved somewhat. Flexion of the 
third, fourth, and fifth fingers was then normal. A radiograph of 
the hand showed a dislocation of the scaphoid bone with no other 
apparent injury of the bony parts. (Notes by the kindness of 
Dr. Balch.) 

In the light of our present knowledge, this X-ray now shows 
a dislocation of the semilunar as well as probable dislocation of 
the proximal fragment of the scaphoid. 

Case 4.—J. W., thirty-one years old, came to the accident 
room of the Massachusetts General Hospital January 31, 1898. 
He said a horse had stepped on his right wrist. An examination 
with the fluoroscopc showed what appeared to be a fracture of 
the styloid process of the ulna. Splints were applied, and he was 
told to report at the out-patient department. Five days later there 
was no pain over the ulna, but considerable over the scaphoid. A 
radiograph showed a fracture of the scaphoid. A sesamoid bone 
between the ulna and the carpus simulated very closely a fracture 
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of the styloid process. February 8 he was discharged with only 
a bandage. There was some limitation of motion of the wrist, 
but he was improving. I have been unable to trace him since 
his discharge. (Notes by the kindness of Dr. Balcli.) 

In the light of our present knowledge, this X-ray shows a 
dislocation of the semilunar as well as a fracture of the scaphoid. 
The articular changes indicate that this X-ray was taken some 
years after the original injury. 

Case 5. —J. C., Jr., aged thirty-four years; male; electrical 
engineer. On August 24, 1899, this patient was riding a polo 
pony. Since the pony had a habit of pulling, the patient had 
taken a double turn of the reins about his left hand. An accident 
happened in which the pony fell and the rider was thrown and was 
picked up unconscious. He was seen by a doctor at once, and 
no injuries were found except a bruised shoulder and an injury 
of uncertain diagnosis to the left wrist. 

X-rays were taken several days later and a fracture of the 
scaphoid bone of the wrist was found. The hand was kept in 
splints for about four weeks. When the splints were removed, 
there was practically no motion of the fingers, and, in spite of 
judicious massage, it did not recover free motion of the tendons 
for several months. For instance, in the following November the 
patient remembers he could not even hold a tennis-ball in his 
hand. However, the following spring his grip was good enough, 
so that he could manage his pony in playing polo. Massage, 
however, was continued pretty regularly for about two years, at 
the end of which time the extent of motion of the fingers was 
practically normal, but the wrist still very stiff. 

An examination of the patient was made on April 28, 1904. 
There was decided thickening about the joint of the left wrist, 
and a prominence corresponding to a dislocated semilunar bone 
could be felt under the flexor 1 tendons to the ulna side of the 
median line. There was a slight silver-fork deformity (see 
photograph), due to the prominence of the os magnum on the 
dorsum of the wrist, and a hollow in the place which should 
properly be occupied by the semilunar bone. There is also a 
slight radial displacement of the whole hand. The aspect of the 
two hands from the palmar view was strikingly different (see 
photograph), one having the characteristic shortened appearance 
seen in other cases of dislocation of the semilunar bone, and 
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giving the impression that the two hands belong to different 
people. The left hand was much smaller than the right, and 
there was marked atrophy of the muscles of the left forearm. 
The grasp was good but much less strong than that of the right 
hand, although the extent of the motion of the fingers was 
normal. There was a slight degree of stiffening of the metacarpo¬ 
phalangeal joint of the thumb. The tenderness about the wrist 
was very slight, and there was no swelling other than a deep 
thickening of the whole joint. The patient could flex the wrist 
for about 25 degrees and extend it for 5 or 10 degrees. Adduc¬ 
tion and abduction together could not be carried through an arc 
of more than 5 degrees. The patient stated that the wrist gave 
him no trouble in the way of pain or tenderness, but that during 
the first year after the injury he had a great deal of pain during 
and after his massage treatments. The wrist does not interfere 
with him for all ordinary purposes, since he has become accus¬ 
tomed to guarding it and using his right hand for the more 
severe strains. Awkwardness, weakness, and stiffness are the 
chief troubles at present. lie can play polo as well as ever, and 
is more apt to feel the weakness of the wrist in pushing than in 
pulling. 

The X-rays taken on September 14, 1899, show a fracture 
through the middle of the scaphoid, a dislocation of the semilunar 
bone, and a fracture of the styloid process of the ulna. 

The X-rays taken on April 28, 1904, show a transverse frac¬ 
ture of the scaphoid bone in its middle third and an anterior dis¬ 
location of the semilunar bone. The proximal fragment of the 
scaphoid is also dislocated anteriorly. The concave face of the 
semilunar is turned forward and downward. The ulna styloid has 
reunited. 

Case 6. —J. A. A., aged twenty-seven years; male; colored; 
longshoreman. History from Massachusetts General Hospital 
Records, kindness of Dr. Balch. “ Four days ago, while work¬ 
ing in a fruit steamer, loading coal, a tub of coal was dropped 
on him. The coal hit him in the back and the chime of the tub 
dropped on the radial side of his left wrist just above the root 
of the thumb. His hand was bent backward and rotated outward, 
so that the hand was twisted on his wrist, and the little finger 
was where the thumb ought to have been. He grabbed his hand 
and put it back into its proper position. It began to swell, and 
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lie came to the hospital, where splints were applied. He then 
came (the next day?) to the Out-Patient Department, where an 
X-ray was taken which showed a forward dislocation of the semi¬ 
lunar and scaphoid ( ?) hones, but no fracture. 

"Physical Examination .—Very strong looking negro. Chest 
and abdomen negative. Left wrist much swollen and very ten¬ 
der. There is a bony prominence in front just below the lower 
end of the radius.” On August 17, 1901, the dislocation was 
reduced under ether by Dr. F. G. Balcb. The reduction was 
accomplished by extension, followed by flexion with pressure over 
the dislocated bones. The patient had considerable pain tile first 
twenty-four hours after the reduction, but the wrist was quite 
comfortable on the second day. On the 20th an X-ray showed 
the bones of the wrist to be in almost perfect position, the only 
departure from the normal being that the semilunar was a little 
anterior to its normal position. The patient was discharged to 
the Out-Patient Department on this date, and we have no further 
notes on his case until an examination by E. A. C. on August 
11, 1904. The following additional facts were obtained. 

The blow from the tub of coal was a glancing blow, but 
did not catch his hand against the floor or other object. It struck 
his back and arm at the same time and, as he describes, “ twisted” 
it. He insists that when he looked at his hand, the thumb was 
where the little finger should be, and that he immediately twisted 
it back into place. After leaving the hospital he was not able to 
go to work for three months, but at about this time began to 
do heavy labor again, and does not remember that the wrist 
bothered him for more than a few weeks after beginning work. 

Examination on August n, 1904, shows that the wrist is 
almost perfectly normal. There is no swelling or alteration of 
the bony landmarks, and only the slightest possible tenderness and 
pain in forced flexion. The motions as a whole are normal, and 
the patient states that he is not conscious of having a lame wrist 
at all. 

Case 7.—J. K., aged twenty-seven years; male. This patient 
was brought into the hospital on June 28, 1901, in an unconscious 
condition, having fallen out of a second-story window. His 
record states that at this time the left wrist was swollen and 
crepitus was obtained among the carpal bones. He also had 
other injuries. He was discharged from the hospital on July 12, 
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Shortly before, the accompanying X-rays were taken of his 
wrist. 

His record does not state the treatment to the wrist which he 
received at the hospital, but we assume that the dislocation was not 
reduced. It is possible that the patient refused further treatment. 

This case is introduced in this series merely to serve as an in¬ 
stance of how such injuries may be overlooked, even now that we 
have the X-rays. The X-ray shows a typical anterior dislocation 
of the semilunar with fracture of the scaphoid and dislocation of 
the proximal fragment. 

Case 8.—J. B. R., aged thirty-five years; male; plumber. 
O11 August 15, 1902, he fell twenty-five feet, and sustained a 
compound dislocation of the left wrist. He was taken at once 
to the Massachusetts General Hospital, and was etherized and 
operated on by Dr. Torbert, the senior House Officer. An X-ray 
at the time showed dislocation of the hand and distal carpal row 
of bones backward, as well as a transverse fracture of the middle 
portion of the scaphoid. The semilunar with its convex articular 
surface still in contact with the radius was thrown forward. Dr. 
Torbert, under ether, removed the proximal fragment of the 
scaphoid and endeavored to reduce the dislocation. The hand 
was put in splints and the patient sent to the ward. X-rays taken 
on the following day showed that the semilunar bone was still 
dislocated forward. The convex surface, however, seemed to be 
still in contact with the radius, and the concave surface faced 
downward instead of forward, as is usual in dislocations of the 
semilunar. There also appeared another fragment of the bone 
on the dorsum of the wrist which was probably a portion of 
the cuneiform or semilunar. Hoping to reduce the dislocation 
of the semilunar, I (E. A. C.) gave the patient ether again, and 
endeavored to reduce the bone without opening the previous 
wound. I failed to do this, however, and a few days later ether¬ 
ized him again, and, holding apart the flexor tendons with re¬ 
tractors, I managed to reduce the semilunar perfectly by hyper¬ 
extension followed by hyperflexion. The patient went to work 
ten weeks after discharge from the hospital, but has had con¬ 
tinued soreness in the wrist, although the strength is excellent. 
An examination on March 5, 1904, showed that there was still 
decided tenderness and swelling over the scaphoid, and very 
slight motion in the wrist-joint itself. The limitation seemed 
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to be more due to spasm than to any ankylosis. The hand could 
be moved through an arc of about 40 degrees only. The patient 
said that he could use it for any kind of a straight lift, and that 
there was tenderness in pushing or twisting, but that he thought 
it was improving continually. It seemed to me that the motion 
was not quite as free as it was about six months after the injury. 
In spite of the lack of complete flexion and extension, the result 
was very good considering the great severity of the original 
lesion. The X-ray showed very clearly all the lesions described 
above. 

Case 9.—P. F., aged forty-five years; male; hack-driver. 
On January 12, 1903, this patient stepped into a manure hole and 
fell forward, striking on the floor with his extended hand. He 
consulted a doctor at once; the wrist was bandaged, and he was 
given liniment to rub on it. The diagnosis was a bad sprain. 
On February 9, just four weeks after the injury, the patient came 
under my (E. A. C.) care in the Out-Patient Department of the 
Massachusetts General Hospital. His right hand and wrist were 
practically useless. The wrist appeared shorter than the left, so 
that the hands, from the palmar view, appeared to belong to 
different people. There was a tumor at the flexure of the wrist- 
joint on the palmar side about opposite the rim of the lower end 
of the radius, over which the flexor tendons pass. The fingers 
were held in half flexion, and could scarcely be moved by the 
patient or the examiner without causing great pain in the wrist- 
joint. There was a general tenderness and anteroposterior thick¬ 
ening of the wrist. The X-ray showed an anterior displacement 
of the semilunar bone with the concave articular surface directed 
forward instead of downward. 

I made three attempts under ether, on the 9th, 12th, and 14th 
of February, to reduce and hold the bone. I succeeded only on 
the third attempt, although at the other attempts it felt as if 
the bone had been put in place. It is probable that, although I 
had succeeded at first in reducing the bone, it had slipped out 
during the application of the splints. On the third occasion I 
reduced it, and put it in a plaster-of-Paris bandage in a position 
of half flexion. The patient experienced immediate relief in the 
feeling of the wrist after the reduction, in spite of all the manipu¬ 
lation which had necessarily been given to the joint. The conva¬ 
lescence was slow but uneventful, and in the course of six weeks 
the patient was able to use his wrist to a certain extent. 
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I examined the patient again on January 29, 1904. The 
result was wonderfully good. There was the slightest possible 
limitation in extension; adduction, abduction, and flexion were 
normal. There was no change in the bony landmarks, and no 
pain or tenderness unless very forcible extension was made. It 
did not interfere with his work at all. 

The X-ray at this time showed that the semilunar was in 
very nearly normal position, though possibly somewhat further 
forward than the normal site, as if the posterior attachment to 
the ligaments had not formed as high up as its former place. 

In the original X-ray in this case a fracture of the scaphoid, 
as well as dislocation of the semilunar, was shown; but on re¬ 
examining the plates the diagnosis of fracture of the scaphoid 
cannot he positively asserted. The X-ray on January 29, 1904, 
shows that, if there was any fracture of the scaphoid, it has left 
no sign in the bone, which appears of normal shape. 

Case 10.—J. A. F., aged thirty-four years; male; laborer in 
a woollen mill. This patient came under observation on May 21, 
1903. About six weeks (?) before he had fallen down-stairs 
and his hand had been turned under him. His local physician ap¬ 
plied a splint at the time, and this was retained for several weeks. 
As the wrist did not improve, he consulted another doctor, who 
also considered the lesion a sprain and applied splints. No im¬ 
provement followed, so he came from his home in Lawrence to the 
Massachusetts General Hospital. At the time of my examination, 
his right hand was practically useless. The fingers were stiffened 
in a position of half flexion, and could neither be extended nor 
flexed actively or passively without causing decided pain. The 
aspect of the hands from the palmar view offered a striking 
contrast, so great as to appear to be hands of different individuals. 
There was no great swelling, but the wrist of the injured side 
appeared distinctly shorter than that of the uninjured. There 
was a slight prominence under the flexor tendons opposite the 
lower end of the radius resembling a silver-fork deformity. The 
wrist was tender, especially on the palmar side. The relations 
of the styloid processes were normal. There was only a few 
degrees of motion in the wrist-joint. 

The X-ray showed clearly a dislocation of the semilunar bone 
forward, and a fracture of the styloid process of the ulna. There 
also existed a line in the lower end of the radius which seemed 
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to indicate a transverse fissure through the line usually broken in 
Colies fracture. Having reduced already two dislocations of this 
kind by the method of extreme flexion followed by extreme 
extension, I gave this patient ether, and endeavored to reduce 
the dislocated semilunar in this way; and, although the bone was 
apparently reduced, it was not held in the splints, and the X-ray, 
after the supposed reduction, showed that the bone was still dis¬ 
located. During the next week I gave him ether again, and 
endeavored unsuccessfully to reduce and hold the bone; but on 
the third occasion I felt justified in cutting down on the palmar 
aspect of the semilunar, and was able, by catching the bone with 
a tenaculum, to reduce it perfectly. The relief was immediate 
and convalescence uninterrupted. In the course of a few months 
the fingers had recovered most of their flexibility, and the wrist- 
joint itself could be moved through a considerable arc. He went 
to work two weeks after he left the hospital, i.e. (twenty-five 
days after operation), and has worked every day since. 

I examined the patient again on January 30, 1904. At this 
time he had no tenderness and no swelling, but the wrist was 
decidedly stiff, the normal arcs of flexion and extension being 
limited to about one-half and the lateral motions to about one- 
third of the normal. His grasp was good, although slightly 
limited in taking hold of a small object, for instance, a lead- 
pencil. His wrist does not interfere with his work, but he feels 
as though it would if he had heavy lifting. It gives him no pain 
and he is perfectly satisfied with it. 

The X-ray at this date shows that the semilunar, while it is 
back in place, is somewhat further forward than its normal posi¬ 
tion, indicating that its posterior edge is not attached to the 
ligaments as far backward as formerly. 

The X-rays in May, 1903, showed that the semilunar was 
dislocated forward in such a manner that the concave surface, 
which should face downward to receive the os magnum, faced 
forward under the flexor tendons. The os magnum therefore 
fell in behind it and approached the articular surface of the 
radius. 

Case 11.—A. C., aged twenty-three years; male; plasterer. 
In September, 1903, he fell off a staging sixteen feet high. He 
had hold of a ladder at the time with his right hand, and the 
ladder fell with him, so that in some way his wrist was twisted 
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through the ladder. He does not know exactly how he fell, as he 
was unconscious a moment. After coming to, he attempted to go 
to work again, and tried to work during the day, but his wrist 
pained him extremely. He could not sleep that night; his wrist 
was much swollen and tender; he could not move it, but it was 
not black and blue. The next day lie went to the Boston City 
Hospital, and was told that it was a bad sprain. It was put in 
splints for one week. He then went to his home in Lowell, and 
came under the charge of another doctor, who said the splint 
had been on too long, and had the wrist massaged. 

At the end of the seventh week, as the wrist did not improve, 
he came to the Massachusetts General Hospital, where X-rays 
were taken, showing that the scaphoid bone was fractured at the 
middle, and the proximal fragment together with the semilunar 
bone were dislocated forward. He was referred from the Out- 
Patient Department to the ward by Dr. C. A. Porter, and later 
in the hospital, November 18, 1903, was operated upon by Dr. 
R. B. Greenough, who excised the proximal fragment of the 
scaphoid and the dislocated semilunar through a two-and-a-half- 
inch incision on the palmar side. Twelve days later the patient 
was discharged, with directions for bandaging, using hot and 
cold water and manipulating the wrist. 

Through the kindness of Dr. R. B. Greenough, I was able 
to examine this patient April 16, 1904. There was no tender¬ 
ness of his wrist, no swelling; some thickening through the 
region formerly occupied by the scaphoid and semilunar. The 
wrist appeared shortened as compared to the other, although the 
appearance was not so strikingly different between the two hands 
as has been seen in other cases where the bone was still dislocated. 
The arc of flexion was a good half of the normal, and that of 
extension somewhat over half. Adduction and abduction, how¬ 
ever, were limited together to an arc of about 10 degrees. Forced 
motions were not as painful in this patient as in many cases of 
simple fracture of the scaphoid. He said that the wrist was still 
improving, and, though it “ weakened him” and was sore and 
lame after hard work, he was yet able to do his work as a plas¬ 
terer, although it called for continual use of the wrist-joint. 
He had no pain, but soreness after use. He thought cold weather 
stiffened it somewhat. It seems to me that this wrist would have 
been a very serviceable one for almost any occupation except that 
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of a plasterer. The X-ray shows that the interspace left by the 
removal of the semilunar and fragment of the scaphoid has become 
much diminished in size owing to the approximation of the re¬ 
maining bones to the radius. 

Microscopical examination of the fragment of the scaphoid 
which was removed shows that there is little evidence of a process 
of repair, although the operation was not done until seven weeks 
after the injury. A very thin layer of fibrous tissue had formed 
over the raw surface of the broken trabecula:. 

Case 12.—J. T. M.; shoemaker. History from Records 
of Massachusetts General Hospital. Kindness of Dr. C. A. 
Porter, July 30, 1901. One year ago he was thrown down 
with his hand flexed under him, thus breaking his wrist. He 
was treated in the Lynn Hospital. Ever since his wrist has 
been stiff, weak, and painful. Lately he has had burning sen¬ 
sations in the palm of his hand and middle fingers. Physical 
examination. Small-sized well-nourished man. Chest and abdo¬ 
men negative. Left elbow shows old dislocation outward of both 
bones, with, however, good motion and strength. Right wrist 
is very stiff and painful, especially over a lump on flexor side over 
end of radius. This lump, the size of half a walnut, is hard, im¬ 
movable, and very tender. Sensation in palm and fingers unim¬ 
paired. X-ray shows fracture of scaphoid and dislocation of semi¬ 
lunar and old fracture of radius. 

Operation, August 5. C. A. P. Ether; tourniquet. An in¬ 
cision three inches long over the prominence on the anterior 
surface of wrist in about the middle line. The dissection was car¬ 
ried down and the median nerve identified and retracted outward; 
the tendons of the superficial and deep flexors were separated and 
retracted inward and outward, thus exposing the front of the car¬ 
pus, where the semilunar bone was seen projecting forward. The 
ligaments about this were divided and the bone pried out from its 
place. Bleeding points tied with catgut. The tendon sheath was 
sutured with three catgut sutures, and the skin loosely approxi¬ 
mated with silkworm gut. Protective rubber drain and dressing 
with anterior splint were applied. 

August 6. Good recovery from ether. Patient complained 
of no pain and seems very comfortable. August 7. Patient says 
that there is the same kind of pain in hand that there was before 
operation. August 12. Stitches removed. Wound clean. Tern- 
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perature normal. Still complains of pain. August 13. Dis¬ 
charged, relieved, to Out-Patient Department. 

Unfortunately, we have no further record of this case, because 
in August, 1904, when we endeavored to look him up and ex¬ 
amine him, we found that only the week before he had been 
killed in an accident. However, his niece was seen by Dr. Chase, 
and it was learned that, though the wrist had continued stiff 
after the operation, he had not complained of pain from it. He 
had been able to do “ lasting” in a shoe-shop, but could not do 
heavy work. 


PART III. 

CARPAL INJURIES IN GENERAL. 

Resume of Literalure .—In 1834, Bouchet reported fract¬ 
ure of the carpal bones on a cadaver by hyperflexion and ex¬ 
tension; the oldest clinical case in literature of fracture of a 
carpal bone is that of the scaphoid by Janjavay in 1846. 
Since that time several writers have reported carpal injuries, 
but the literature has a great poverty of important detail. 
Many of the early writers remark on the rarity of fracture 
of the carpal bones. This view we now consider to have 
changed in the light of more accurate and detailed methods of 
diagnosis, a growing interest to report cases, and increased 
facilities for keeping in touch with literature. 

Carpal injuries have been classified a number of times by 
different writers, who have tabulated the total number of cases 
of injury to each of the carpal bones, enumerating the kind of 
injury, and the names of authors who report cases. Accumu¬ 
lation of this data can be found in articles by Ross and Wilbert 
and by William Ilcssert, 1903, who have tabulated the history 
of initial injury with reference to origin by fall, blow or crush, 
giving the number of cases under each heading, also the 
number of males and females suffering injury to carpal bones, 
the frequency of injury to right or left wrist, and the relative 
number of cases both acute and chronic in each decade of life. 
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These we have verified with additions to date (1905), and 
while it is unnecessary to devote space in this article to a 
summary of these figures, we will repeat in a few words the 
important points to be learned from them. 

Injury in males very greatly predominates over females in 
the proportion of ten to one; injury to the right wrist pre¬ 
dominates over the left by a much smaller margin; the decade 
during which the injury has most frequently occurred has been 
between twenty-five and thirty-five years. 

The causes of carpal injuries have been trauma, either 
direct or indirect, more frequently the latter. These have 
been due to falls from varying heights, the force exerted 
having usually been forcible extension or flexion, occasionally 
with rotation and abduction. 

Carpal injuries have occurred combined with injuries to 
other bones, fractures with dislocations, fractures of radial 
or ulna styloid, Colics fracture, fracture of metacarpal, espe¬ 
cially that of the thumb, or with either bone of the forearm, 
especially the radius. No carpal bones have been exempt 
from injury, though there is a great variation in frequency, 
which is represented by the following order: Scaphoid, semi¬ 
lunar, pisiform, os magnum, trapezium, trapezoid, unciform, 
and cuneiform. 

Diagnosis and Treatment of Carpal Injuries. —Through¬ 
out the early literature, carpal injuries were spoken of under 
the heading “ carpus,” the diagnosis seldom specified the exact 
location of the injury, but spoke of fracture and dislocation in 
general. 

In a very large majority of the old reports of cases of 
fracture of a carpal bone crepitus was looked upon as a 
cardinal symptom; when other details were not important 
enough to mention, crepitus was noted, and remained as a 
special observation until after the X-ray came into general use, 
when its observation became much less frequent. 

Ricard said in 1890, “clinically, one might say, simple 
fractures of the carpus do not exist. The only sign that has 
any value whatever and permits of affirmation of fracture is 



FRACTURE OF THE CARPAL SCAPHOID. 887 

crepitus.” Carl Beck, in his treatise on fractures (1900), 
included fractures of the scaphoid under the general heading 
“ carpus” without other mention; abnormal mobility and crepi¬ 
tus absent; pain and functional disturbance the main things. 
Stimson, in 1900, hinged his diagnosis of simple fracture of 
the carpal bones on the presence of crepitus. Swelling and 
tenderness are frequently referred to, but not as a means of 
localization. Ecchymosis has not been reported in any case, 
except in one instance of its presence on the thena and hyper- 
thena eminences resulting from contusions of the soft parts. 
Painful motion or loss of function have been associated with 
several reports, but only as existing conditions, and not as 
means of diagnostic localization. Tumor has been a common 
observation accurately, localized, but frequently misinterpreted 
before the X-ray era. 

The diagnosis of carpal fractures before the use of X-rays 
was based upon crepitus and tumor in case a bone or fragment 
was displaced; in the absence of these signs, sprains and fract¬ 
ure of the lower end of the radius were frequent errors. In 
the absence of crepitus and tumor, we believe, in no recorded 
case previous to the use of X-ray has a correct diagnosis been 
made of a simple fracture of a carpal bone, which is not the 
condition of recent date, for we have in a number of cases 
made a diagnosis of simple fracture of the scaphoid in both 
old and recent cases from the clinical history and symptoms, 
previous to the condition being confirmed by an X-ray. Blau 
also makes the same statement. Hofliger (1901) wrote "in 
fresh injuries, palpation, if carefully done, usually succeeds in 
establishing a diagnosis relying on the feeling of crepitus.” 
He considered the diagnosis of carpal injuries in greater detail 
than previous writers, and made the observation of tenderness 
on pressure over the region of the scaphoid, and stated that 
shortening of the measurement from the radial styloid to the 
end of the second metacarpal from .5 to 1.5 centimetres was a 
suggestive factor in the diagnosis. Hofliger also remarked 
that fracture of the scaphoid is frequently accompanied with 
bursitis of the tendon sheaths about the wrist. We are unable 
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to confirm Hofliger’s measurements from the radial styloid 
because it did not occur to us to make this observation on our 
cases. We have already spoken of the fact that we have not 
found bursitis of the tendon sheaths in cases of carpal injury, 
but consider it more symptomatic of fracture or fissure of the 
lower end of the radius. 

Treatment of carpal fractures may be briefly summarized 
as it has been viewed by different observers. In a practical 
treatise by Frank H. Hamilton on “ Fractures and Disloca¬ 
tions,” 1875, half a page is devoted to carpal bones; the few 
observed cases were compound and complicated, resulting in 
complete loss of function or in considerable disability. In no 
case was treatment directed to the injured carpal bone. He 
remarks that simple fractures do not need surgical interference, 
and that they unite without much displacement or maiming, 
except in some degree of ankylosis. 

In 1890, Ricard described fracture of a carpal bone as 
having little gravity in the way of complications of the synovial 
articulations and tendons, and suggested immobilization for 
fifteen days in splints followed by massage. In 1900, Beck 
advised a palmar wire splint for carpal injuries, massage after 
ten days, then active motion. Stimson advocated immobiliza¬ 
tion for two or three weeks, and in compound cases to remove 
the bone. Scudder, in 1900, considered the possibility of 
fracture of the scaphoid being mistaken for rheumatism, pain¬ 
ful, weak, and sprained wrist, and noted the persistence of 
painful limitation of extension after carpal fracture, and advo¬ 
cated the use of splints for one week, followed by massage. 

In compound fractures with dislocation of the whole or a 
fragment of the bone, the treatment has been excision and 
drainage of the wound, Fricdcrich advised for carpal fractures 
and dislocations manipulation and reposition if possible; im¬ 
mobilization with splints and high position followed by mas¬ 
sage and passive motion. Blau favors immobilization of the 
wrist for four weeks, and considers the course of recovery fol¬ 
lowing mechanical treatment as by no means smooth, but will 
be frequently interrupted from time to time by exacerbations. 
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Bardenlieuer, in fresh cases of fracture of the scaphoid, 
advised splints for eight days, followed by four days of light 
movement, and eight days of massage and gymnastics. 
Hofliger would modify this by doubling the time of use of 
the fixation, and considers that when the fragments are in 
apposition, recovery always follows with union of the bones. 
In old cases he advised resection of the bones, which usually 
brings about good results. In operation he considers the 
Esmarch bandage contraindicated, as it predisposes to late 
haemorrhage. Short dorsoradial incision; the only tendon in 
danger of injury is the extensor longus pollicis. After removal 
of the bone, the wound should be examined and small retained 
spicules removed by scissors. The dorsal wound should be 
closed and drainage obtained through an anterior incision, 
along the tendon of the flexor carpi radialis. 

Kaufman was the first to remove the whole scaphoid. 
Pagenstecker, in an old case of fracture of the scaphoid, first 
removed the proximal fragment, but later in the operation 
decided to remove the whole bone, because he did not wish 
to leave the fractured surface, and because he thought belter 
motion would result if there was no protruding angle on the 
distal fragment. 

Prognosis of fracture of the scaphoid is considered by 
Hofliger as uncertain because there is an intracapsular fracture. 
Quervain reports prognosis without operation as very un¬ 
favorable, and refers to a case reported by Lembke of a patient 
with a fractured scaphoid, seen twenty-four years after the 
injury, whose articulation was entirely stiff. He says that 
removal of the distal fragment of the scaphoid has no advan¬ 
tage because all trouble is caused by the proximal fragment. 
With partial dislocation of the semilunar and fracture of the 
scaphoid, use the dorsal incision for removal of both luna and 
scaphoid fragment. With complete dislocation of semilunar 
and fracture of scaphoid, it is easier to work through an 
anterior incision between the flexor carpi radialis and the 
median nerve. Quervain favors the use of the Esmarch 
bandage. Prognosis with operation, i.e., excision of semilunar 
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and fragment of scaphoid, gives favorable result. The removal 
of both semilunar and scaphoid may give good functional 
result. After-treatment—splints, passive and active motion, 
and massage. 

Treatment of Carpal Dislocation .—In 1904, Scitddcr, 
after speaking in a few words of mistaken diagnosis, the use 
of the X-ray, and the possibility of the presence of a bipartite 
scaphoid, outlines treatment for acute cases of dislocation as 
follows: immediate reduction with manipulation under ana:s- 
thetic, immobilization, passive motion at the end of two weeks. 

Sulzberger outlines treatment of dislocation in general: 
manipulation and reduction; splints eight to ten days, mas¬ 
sage, exercises. He states that the symptoms of fresh disloca¬ 
tion are clear. Where results are unsatisfactory, he considers 
it due to a delay in reduction, considering that reduction should 
succeed always in fresh cases of carpal dislocation either with 
or without an incision, and in these cases the functional results 
are always favorable. 

Hofliger states that in cases of dislocation of the semi¬ 
lunar, the anterior position of which is the most frequent, 
reduction is usually not successful; but when successful soon 
after injury, the results are satisfactory as reported by Taaffe. 
In old cases or in recent ones where reduction is not obtained, 
the bone should be excised, which is stated as being followed 
by perfect functional result. No Esmarch should be used; 
incision over the flexor carpi radialis, four centimetres; draw 
the tendon to the radial side, excise, suture, bandage, exercise 
as soon as possible. 

Friedreich, after discussing the general subject of carpal 
dislocations, describes the treatment as follows: “ For all the 
above dislocations, reduction should be attempted by maximal 
extension for the forward variety, extreme flexion for the 
backward variety, followed by pressure upon the bone and 
gradual return of the wrist to its normal position.” 

Other authors have reported a number of cases of dislo¬ 
cation which were treated by manipulation, and attempts at 
reduction which, if not successful, were followed by excision of 
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the dislocated bones. After diagnosis with the X-ray of dislo¬ 
cation, only one recorded case has been found of reduction of 
the dislocation by an open incision when ordinary reduction 
was found impossible. 

RESUME OF CASES OF INJURY TO CARPAL BONES 
(in which results were mentioned reported previous to 1895). 

The cases previous to the use of the X-ray (1895) are 
characterized by the absence of definite detail of clinical con¬ 
dition and of recorded results except in a few cases which are 
worth considering. 


Elkington, cf. Cooper, 1842, a posterior (?) luxation of the scaphoid 
and fracture of the lower end of the radius in a man sixty years of age, 
resulted in the reduction of the scaphoid by pressure and union of the 
fracture. At the end of six weeks there was limitation of the motion of 
the wrist, and diminished power to grasp firmly. Another similar ease 
recorded an excellent result. 

Taaffe, 1869, reports a reduction of an anterior dislocation of the 
semilunar ten minutes after occurrence, resulting in no impairment of the 
motions of the wrist. 

Morris, 1883, in a case of anterior dislocation of the scaphoid and os 
magnum which was reduced, reports the treatment; splints, passive motion 
in a few days continued until splints were removed at the end of four 
weeks, then gentle active and passive motion. Result after three months, 
fair motion of carpus. 

Cameron, 1884, in case of an anterior dislocation of the semilunar in 
a man thirty-two years of age, after excision, reports a good useful hand 
and wrist without reference to time. 

Stewart, 1888, reports an immediate reduction of an anterior dis¬ 
located scaphoid: result five months later, “ good motion with incon¬ 
venience.” 

Malgaigne reported an anterior luxation of the semilunar followed by 
excision, recording a good result two months later. 

RESUME OF CASES SINCE 1895. CASES OF FRACTURE OF 
THE CARPAL SCAPHOID. 

Kaufman. —Male; thirty-nine years. Left wrist was treated for long 
time with splints. Condition one year later, pain and limitation of motion. 
Diagnosis-, fractured scaphoid. Operation, anaesthesia. No Esmarch. 
Dorsal incision, six centimetres long. Strong adduction exposed the 
scaphoid and the outer fragment was removed. One year after operation, 
active motion without pain; a little swelling on dorsum in region of 
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scaphoid. Flexion and extension each 45 degrees. Adduction and abduc¬ 
tion each 20 degrees. 

Hofliger. —Clinic of Dr. Kaufman.—Male; twenty-three years. Fell 
on left wrist, August, 1898. Diagnosis, dislocation of the hand and fract¬ 
ure of the radius. Had been treated for three weeks in splints followed 
by electricity and massage. Seen in February, 1899; there was weakness 
of the hand, no motion in extension. Flexion, 20 degrees. Slight abduc¬ 
tion and adduction. Pronation and supination normal; tenderness in the 
region of the scaphoid; pain on motion. X-ray showed a fractured 
scaphoid in three pieces. Operation, Dr. Kaufman. Anatsthesia, tourni¬ 
quet, dorsoradial incision eight centimetres long, scaphoid removed, wound 
drained and sutured. Slight sepsis, small bony spicules removed, final 
healing. Discharged December, 1899. Result (time not stated), no motion 
in extension, muscles relaxed and atrophied, but react to electrical stimu¬ 
lation. No pain on pressure over wrist. 

Pacenstecker. —Male; thirty years; June, 1902. Fell on outstretched 
hand. Said to have dislocated his wrist. Had to stop work. In March, 
1903, diagnosis, fracture of the scaphoid. Operation, incision between 
extensor longus pollicis and extensor brevis pollicis. Capsule opened and 
fragments found connected by ligaments, both fractured surfaces smooth 
and covered with cartilage. (?) Whole scaphoid removed, splint and 
massage. Muscular power of arm weakened for a long time, especially 
pronation. At work in June, 1903. 

Stimson.— First Diagnosis, fracture of scaphoid. Male; forty-six 
years. Movable bony prominence felt under the skin in the middle of the 
anterior surface of the right wrist. Second Diagnosis, dislocation of the 
semilunar bone, which he proceeded to excise before developing the X-ray, 
which was previously taken. Incision showed it to be the proximal half 
of the scaphoid, which he removed. Result, one month later the patient 
could make light use of his wrist with fair mobility. 

CASES OF DISLOCATION OF THE SCAPHOID AND SEMI¬ 
LUNAR BONES. 

Hessert. —Male; twenty-five years; June, 1902. Diagnosis made one 
month after injury, anterior dislocation of scaphoid and semilunar. Treat¬ 
ment during the first month was splints; disability of hand and wrist with 
painful movements followed. Reduction impossible. Operation, both 
scaphoid and semilunar excised. Result in March, 1903,—eight months 
after operation,—considerable improvement, yet far from perfect. The 
hand was useless before operation, now able to work and grasp objects, 
becoming stronger and more useful. Both active and passive motion much 
restricted, whole range of motion about 45 degrees.* 


* The X-rays published with this case show an unusual and interesting 
complication which apparently was not noticed by Hessert. Besides the 
lesions of which he speaks, there is also a fracture of the os magnum 
through its neck with partial rotation of the head. The presence of this 
fragment may account for the rather unsatisfactory result. 
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Dubar (cf. Potel). —Male; seventeen years. Diagnosis not made at 
first. Put in splints. Movements of left wrist very limited, pain on 
pressure, motion 30 degrees. X-ray Diagnosis, anterior dislocation of the 
scaphoid and semilunar. Operation six months after injury. Both bones 
excised. Splints, passive motion fifteen days after operation. Two months 
later very good active and passive motion in flexion and extension with¬ 
out pain. Termed an excellent result. 

Richon. —Male; January 15, 1902. Multiple injuries with cerebral 
symptoms caused wrist lesion to be overlooked for thirteen days. Tumor 
on anterior surface of right wrist with, nearly complete ankylosis. Diag¬ 
nosis was fracture of the lower end of the radius. X-ray showed fracture 
of the scaphoid with an anterior dislocation of its proximal fragment with 
the semilunar. Nearly complete ankylosis, atrophy of muscles of hand 
and forearm. Reduction tried without success. Operation, February 18, 
1902. Palmar incision seven to eight centimetres, dissection opening the 
wrist-joint; attempted reduction was not successful. Semilunar and 
proximal fragment of scaphoid excised; wound closed with catgut. Splint. 
March 31, 1902, with mobilization and massage nearly seven weeks, move¬ 
ments increased to 140 degrees, but painful. Treated with static elec¬ 
tricity. April 22, 1902, flexion nearly normal, extension extremely limited. 
Treatment continued until June 25, 1902, then hand was less red and less 
ccdematous. August 4, 1902, less atrophy and more strength in hand and 
forearm, flexion and extension as on April 22. 

Stimson. —Male; twenty-six years. Left wrist. Tenderness and 
crepitus over scaphoid. Ether manipulation two weeks after injury gave 
crepitus, and a mass was felt below the outer half of the anterior border 
of the carpus. Operation, proximal portion of fractured scaphoid could 
be replaced, but the fractured surfaces could not be put in good apposi¬ 
tion. Fragment separated from the semilunar and excised. Result, range 
of motion still restricted, and an abnormal prominence felt just above the 
radiocarpal line.* 

Quervain. —Male; twenty-four years; June, 1901. Diagnosis, frac¬ 
ture of scaphoid and anterior dislocation of semilunar. Both wrists held 
in flexion; attempted reduction gave sensation of crepitus. July II, 1901, 
both wrists show diffuse swelling and silver-fork deformity. Motion of 
right wrist, passive extension 15 degrees, no active flexion or extension, 
no abduction, no adduction, free pronation and supination. Less passive 
motion on left than right. X-ray showed left wrist oblique fracture of 
scaphoid with proximal fragment covered by shadow of semilunar in 
palmar view. Right wrist showed in palmar view a fracture of the 
scaphoid in three parts, anterior luxation of semilunar and dorsal disloca- 


* The X-ray lateral view shows not only the dislocation of the proxi¬ 
mal half of the scaphoid, but an anterior dislocation of the semilunar with 
the concavity forward. As Stimson remarked, the limitation of motion 
is probaly due to “ uncorrcctcd derangement of the relations of the remain¬ 
ing bones;” in this case apparently the semilunar had been dislocated and 
was not reduced. This is evident from the X-ray published with the case. 
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lion of head of os magnum. Advised to have operation on left, and later, 
if successful, on the right. 

July 16, 1901. Operation on the left hand. Ether. Dorsal incision, 
wrist-joint opened, and proximal fragment of scaphoid removed, having 
an oblique fractured surface. The ligaments attached to the semilunar were 
entirely torn and the bone dislocated forward. Replaced and sutured to 
strips of capsule. This would not hold it in place, and the bone was 
excised. Wound drained with glass tube and sutured. Tube removed the 
second day, and suture the eighth. High position and bandage. Active and 
passive motion after fourteen days. 

August 13. Left hand has passive motion quite free in all directions. 
Active motion still limited. Appearance normal. Right hand, silver-fork 
deformity still exists, and no improvement in motions. 

Operation on the right hand. Ether. Dorsal incision. Scaphoid seen 
in three pieces, two large and one small. No callous formation. The 
proximal large fragment, dislocated forward, was removed; also the 
middle small fragment, which was dislocated dorsally. Semilunar found 
in anterior dislocation, concavity towards radius; excised, and motions of 
wrist became free. Capsule closed with two sutures,—drainage and skin 
suture. Splint in extension and high position. Drain removed the second 
day. Active and passive motion after fourteen days. In October the 
patient began to work. 


November, test of grip; right, 20 kilogrammes; left, 35 kilogrammes, dynometcr. 
December, testot grip; right, 35-30 kilogrammes; left, 33-ay kilogrammes. 
Motions. Right: Passive add. and abd., 35° to 30°; active, 15° to ao°. 

Passive extension, 30° active, 35°. 

Passive flexion, 30° active, 35°. 

Lett: Passive add. and abd., 35° active, 20° to 25°. 

Passive extension, — active, 35°. 

Passive flexion, — active, 30°. 


Pronation and supination free. Appearance of wrist is normal. The 
patient is able to do all work where no special strength is needed. 

Oberst, reported by Sulzberger.—Male; aged twenty-five years. In¬ 
jury to right wrist; bandage for five weeks; removed February 25. No 
motion of fingers. March 8, right wrist held in flexion and adduction; 
increase of circumference. Distance from tip of right radial styloid to 
distal end of first metacarpal is one centimetre shorter than on left hand. 
The distance from tip of right ulna styloid to distal end of fifth meta¬ 
carpal is one centimetre shorter than on left hand. Diagnosis, luxation 
of intcrcarpal row made before and after X-ray. Treatment, massage and 
exercise. Discharged April 29, Result, prominence of carpus, increased 
circumference of right wrist. Still flexed and adducted. Flexion within 
one-fourth of normal. No extension. Shortening as by previous measure¬ 
ments, one centimetre. Can close fingers and fist. Atrophy of forearm. 
No change in strength of muscles. 

Oberst, reported by Sulzberger.—Male; aged fifty-five years; miner. 
November 6 , 1900. Early diagnosis, severe lesion of carpal bones. Plaster 
bandage fourteen days, then massage. Entered hospital in December, 
1900. Left wrist held in adduction, hand shortened and broadened, in- 
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crease in circumference. Distance from tip of left radial styloid to distal 
end of first metacarpal, three-quarters of a centimetre less on left than 
on right hand. Distance from tip of ulna styloid to distal end of fifth 
metacarpal three-quarters of a centimetre less on the left. Articulation 
entirely stiff, muscles weakened, tenderness not marked. X-ray diagnosis, 
dorsal dislocation of distal carpal row, osteoporosis. Treatment, massage 
and exercise. Slow improvement. Discharged in February, 1901. Left 
wrist admits only slight passive movement, hand not perfectly closed, 
power of grasp very poor. Left hand one centimetre shorter than the 
right. 

CASES OF ANTERIOR DISLOCATION OF SEMILUNAR BONE. 

Gamgee. Male; aged fifty-two years. Diagnosis, anterior dislocation 
of left semilunar. No motion in flexion possible. Manipulation failed 
to reduce the bone. Pressure on median nerve. Operation, four months 
after injury; excision. Result, perfect movement of wrist. 

Auban.— Male. Tumor on anterior surface of wrist with redema of 
wrist and forearm. Original diagnosis, fracture of lower end of radius, 
attempted reduction not successful. X-ray diagnosis, anterior luxation of 
semilunar. Operation, excision. Good result in flexion and extension. 

Delbert.— Case of Dentil.—Male; aged twenty-six years. Diagnosis, 
anterior dislocation of right semilunar, restriction of motion of wrist. 
Operation four months later; semilunar excised. Result, recovery of 
nearly the whole movement of the wrist-joint. 

Urban.— Male. Injury, September 3, 1900. Splints three week. Con¬ 
dition, swelling and increase of circumference two centimetres. Wrist held 
in slight extension. Tumor on anterior surface of wrist. Diagnosis, 
anterior dislocation of semilunar. Operation refused. Later came to 
operation March 28, 1902. Schicich, infiltration and excision of semilunar 
through palmar longitudinal incision. Immediately fiexion of wrist was 
restored, wound closed. 

Rcsidt; Flexion, do degrees. Normal for other hand being 87 degrees. 

Extension, 70 degrees. Normal for other hand being 86 degrees. 

Abduction, 15 degrees. Normal for other hand being 27 degrees. 

Adduction, 25 degrees. 

Potel.— Boy; aged nineteen years. Diagnosis, anterior dislocation of 
semilunar. Operation, six months after injury; excision of semilunar. 
Result one month after operation, motion of wrist nearly normal. Not 
seen since. 

Berger.— Male; aged thirty-four years. Diagnosis, anterior luxation 
of semilunar. Restriction of motion. Operation, one year after injury; 
excision of semilunar. Reported as good result. 

Folet.— Male; aged nineteen years. Diagnosis, fracture of radius; 
impossible to reduce. Operation showed anterior dislocation of semilunar, 
which was excised. Result, nearly normal movements of wrist. 

Ely.— Male; aged twenty-five years. Right wrist swollen. All mo¬ 
tions painful. Diagnosis, Colics fracture. The patient was given ether 
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for reduction, at which time crepitus was felt, and manipulation showed 
that the scaphoid could be dislocated onto the dorsum. X-ray showed a 
tipping forward of the scaphoid but no positive fracture, though crepitus 
was felt in the region of the scaphoid. Anterior and posterior splints 
were applied. At the end of three weeks, adhesive tape was worn for two 
weeks. The result is recorded as “ good degree of motion in all direc¬ 
tions." * 

Hofliger.— Male; aged eighteen years. Diagnosis, anterior luxation 
of semilunar. November, 1899. Condition, August, 1900, very slight ex¬ 
tension, flexion about 45 degrees, no supination. Operation, August, 1900, 
Dr. Kaufman. Excision of semilunar through palmar incision. Wound 
drained. Result in October described as "good.” 

Sulzberger. —April 18; aged thirty-three years. Left wrist swollen, 
held in adduction, fncrcascd circumference. Distance from tip of radial 
styloid to distal end of first metacarpal six centimetres less on left than 
on right hand. Palm shortened and broadened. Diagnosis, both before 
and after X-ray, anterior dislocation of semilunar. Anesthesia, manipu¬ 
lation by hyperextension, traction, pressure on the dislocated bone, and 
gradual motion from position of extension to one of flexion. Reduction 
resulted. Splints ten days, then massage. June 9, same year, discharged 
with useful wrist. Movements entirely free, with small limitation of 
extension ; wrist a little thickened. X-ray shows normal relations of the 
bones. 

CONCLUSION. 

It has been the intention of the authors in this paper to 
draw the attention of surgeons to more systematic observation, 
and to more exact methods of diagnosis and treatment of 
carpal injuries than is shown to exist by the present literature 
of the subject. We realize that in individual instances many 
of the authors whose opinions or whose cases we have quoted 
have been able to interpret and successfully treat similar cases 
to those which we publish, but from our own observations 
and experience we know that many other such cases are not 
understood, and hence are not successfully treated. Un¬ 
doubtedly such cases here and there have been recognized and 
properly handled, especially since the X-ray has been in gen- 


*The reproduction of the lateral view of the wrist accompanying the 
article, though not as clear as one would wish, certainly looks to the 
authors like an anterior dislocation of the semilunar bone with its concave 
surface directed towards the palmar side, the presence of which would 
account for much, if not all, of the limitation of motion in this case. We 
doubt the dislocation of the scaphoid " on the dorsum.” 
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eral use; but we believe that the profession at large does not 
realize that many obstinate sprained wrists are instances of 
fracture or dislocation of tbe carpal bones, and that the treat¬ 
ment of such injuries should be known as definitely as those 
of fracture or dislocation of any other joint. The conclusions 
which we have come to in our study of this subject have been 
founded on our own observations on the cases we have seen 
and treated, and though in reviewing the literature we have 
found attention called to many of the points which we have 
noted ourselves, we have nowhere found the whole field 
covered. 

We feel that the results obtained in our operated Cases 
8, 9, 10, 11, 16, 17 justify our recommending a somewhat 
radical treatment, because the cases which have been treated 
conservatively have neither recovered so quickly nor so com¬ 
pletely as those on which we have operated. Nevertheless, we 
realize that it is a delicate question to decide whether the 
risk of sepsis would overbalance the prospect of gain in func¬ 
tional usefulness. 

We desire to summarize the important points in our paper 
as follows: 

1. “Sprains” of the wrist which do not promptly recover 
are in many cases fractures or dislocations of the carpal bones. 

2. The large majority of such carpal injuries are either 
simple fractures of the scaphoid or anterior dislocations of the 
semilunar bone. 

3. These two injuries are frequently combined, and in 
such cases the proximal fragment of the scaphoid is usually 
dislocated forward with the semilunar. 

4. Simple fracture of the scaphoid gives a definite clinical 
picture, and may be recognized even without the X-ray by 
the association of the following symptoms, viz. (a) The his¬ 
tory of a fall on the extended hand; ( b ) localized swelling 
in the radial half of the wrist-joint; ( c ) acute tenderness 
in the anatomical snuff-box when the hand is adducted; ( d ) 
limitation of extension by muscular spasm, the overcoming of 
which by force causes unbearable pain. 

2 9 
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5. A broken scaphoid lias little power of repair and 
appears capable of but slight callous formation. 

6. Fractures of the scaphoid which remain untreated or 
are treated by massage and active and passive motion, gener¬ 
ally, if not always, remain ununited, and the original symp¬ 
toms often persist for years with only slightly abated intensity. 

7. Cases of fracture of the scaphoid may unite if motion 
of the wrist is prevented during the first four weeks after the 
injury, but if by this time no union has occurred, future union 
is unlikely. 

8. Excision of the proximal half of a fractured scaphoid 
gives a somewhat better result than conservative treatment. 

9. A posterior incision to the outer side of the tendons of 
the extensor communis digitorum gives an easy and safe access 
to the proximal half of the scaphoid. 

10. Passive motion of the wrist-joint and active motion 
of the fingers should he begun within a week after this 
operation. 

11. The possibility of the existence of a bipartite scaphoid 
should be considered in interpreting X-rays of simple fracture 
of the scaphoid, but its occurrence must be very rare in com¬ 
parison with fracture. 

12. Anterior dislocation of the semilunar bone should be 
recognized clinically, even without the X-ray, by the associa¬ 
tion of the following symptoms, viz. (a) The history of an 
injury of considerable violence to the extended or twisted 
wrist; (6) a silver-fork deformity, the posterior prominence 
of which corresponds with the head of the os magnum, and 
between which and the lower end of the radius is found a 
groove representing the position formerly occupied by the now 
anteriorly dislocated semilunar; (c) a tumor under the flexor 
tendons of the wrist just anterior to the lower end of the 
radius; ( d ) a shortened appearance of the palm as compared 
to the other hand; (e) stiffness of the partially flexed fingers, 
motion of which, either active or passive, is painful; (/) the 
persistence of the normal relation of the styloid processes of 
the ulna and radius and the existence of shortening of the 
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distance from the radial styloid to the base of the first meta¬ 
carpal. 

13. Recent dislocations of the semilunar may be reduced 
with good result even after the fifth week by hyperextension 
followed by hyperflexion over the thumbs of an assistant held 
firmly in the flexure of the wrist on the semilunar. 

14. Irreducible dislocations demand excision of the semi¬ 
lunar and the whole or a portion of the scaphoid if there is a 
coincident fracture of the latter. 
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